April 2009. All the cases were misdiagnosed as case of haemorrhoid and had previous haemorrhoid surgery.
First case:
A young male patient of 27 years presented with intermittent per rectal fresh bleeding since his childhood. He had several hospital admissions for blood transfusion. He was operated twice for rectal bleeding with the diagnosis of haemorrhoid. As he grew up, he became lethargic and weak to such an extent that he has given up his study. On physical examination, he was very pale and severely anemic. Abdominal examination revealed no abnormality. Digital rectal examination revealed gross blood, sponge like rectal mucosa without any palpable mass. Colonoscopy showed swollen rectal mucosa with bluish discoloration extending up to proximal sigmoid colon. There was another lesion in the caecum and proximal ascending colon (Fig. 1) . Upper GI endoscopy was normal. At laparotomy the rectum and sigmoid colon had dilated tortuous vessels over the serosal surface. Mesorectum was thickened and oedematous. Caecum and proximal part of the ascending colon also showed dilated, engorged veins over the surface. Right haemecolectomy and low anterior resection of rectum along with mesorectum was done. Gut continuity was restored .Post operative was uneventful.
CASE REPORTS

Second case:
A female patient of 20 years presented with similar features like that of first case. She also had several units of blood transfusion. She under went haemorrhoidectomy 3 years back. Clinical examination revealed moderate anaemia. Abdominal examination was normal. Digital rectal examination revealed fresh blood, spongy rectal mucosa. Colonoscopy revealed thick, edematous bluish discolored rectal mucosa extending from dentate line up to 30cm. After preparation of the patient, laparotomy was done. Rectum and sigmoid colon was found thickened with engorged vein on the surface. Inferior mesenteric vein was hugely dilated (Fig. 2 ) involving rectum and lower part of the sigmoid colon. The involved gut was excised along with mesorectum. Gut continuity was established with hand sewn coloanal anastomosis with a covering ileostomy. Post operative recovery was uneventful.
Third case:
This was a young male patient of 23 years. He presented with an acute onset of rectal bleeding for which he was transfused several units of blood. Similar intermittent episode had occurred in the past since his early child hood. He was operated in the past for rectal bleeding. Except anemia, there were no abnormal physical findings. Rectal examination revealed fresh blood with smooth, soft spongy mucosa. Colonoscopy revealed angry looking engorged mucosa with bluish discoloration extending from lower rectum up to lower sigmoid colon. On laparotomy, mesorectum was found very thick, swollen and edematous (Fig. 3) . Dilated veins were present over the serosal surface (Fig. 4) . Mobilization of the thick mesorectum was very difficult through narrow pelvic cavity. With slow and meticulous dissection an ultralow anterior resection with stapling anastomosis was done. Histopathological examination revealed cavernous haemangioma in all the Dilated engorged veins and bluish discoloration of the mucosa were found in all cases (figure no. 5). All these patients were followed up from one month to four and half years. All maintained good health with no further attack of rectal bleeding.
of choice for diagnosis. Upper GIT endoscopy should be done to exclude any other synchronous haemangioma. 11 Other investigations like angiography, barium enema, endoanal ultrasound and MRI may be helpful. 6 Definitive treatment of DCH is excision of the involved bowel with sphincter saving procedure avoiding damage to peri-rectal neural structures. 6 Vascular malformation that remains in the proximal anal canal can be managed with sclerotherapy ,laser or argon. 1 
Discussion:
Diffuse cavernous haemangioma (DCH) of the rectum and rectosigmoid junction is an extremely rare malformation usually seen in young adult with male to female ratio 2:1. 6 We have reported two male and one female patients. All our patients were young between 23 to 27 years. The most common site of DCH is rectosigmoid junction. However, there may be involvement of skin and mucosa and may be associated with Kalippel-Trenaunay 7 or Ben's syndrome. 8 Skin is most commonly affected and should alert the clinician to exclude rectal haemangioma. Colonic lesions are most often distal and in 70% of cases involvement occur in rectum. Colonic haemangioma are cavernous type and have no capsule 9 Patients usually suffer from painless rectal bleeding and anaemia. There may be diarrhoea, haematuria and constipation . 10 Endoscopy is the method
